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Introduction 

In September 2010, our Evans Army Community Hospital undertook a healthcare 

innovation initiative to advance outcomes, decrease adverse events, and reduce 

inappropriate prescribing for patients using Short Acting Opioid (SAO) therapy greater 

than 90 days, for chronic noncancer pain.  The compelling correlation of SAO usage 

and the results of independent and retrospective Root Cause Analyses (RCA) for 

suicide ideations in 2009 and 2010 provided the inspiration and motivation to undertake 

such an important and clinically relevant innovation in our institution.  Initial 

implementation took place in April 2011 at our Warrior Transition Battalion with eventual 

targets of transitioning the program throughout all our primary care clinics.  Objectives 

included: 1) Calculate and standardize SAO usage to milligrams of 

Morphine/patient/day for comparison over time; 2) Trend and improve measured 

functionality of the patient; 3) Measure the number of patients no longer needing SAOs; 

4) Reduce ED visits, outside pain consults, and inpatient admissions; and 5) Monitor 

and trend Sole Provider Program (SPP) violations.  Within the existing Patient Centered 

Medical Home model, we applied the clinical guidelines for use in chronic opioid therapy 

of non-cancer pain patients, and revised and customized the DOD/VA Treatment 

Algorithm for Pain.  Using retrospective analysis of patient prescription records, we 

solicited and analyzed data from the DOD Pharmacoeconomics Center (PEC) 

database.  We also introduced the Oswestry functional tool that trended the patient’s 

ability to manage pain in everyday life.  We reduced patient SAO use in half with no 

appreciable increase in ED visits, inpatient admits, outside consults, or SPP violations.  

Using evidence based clinical practice guidelines and developing a clear treatment plan 

and exit strategy, our team focused on building a program that reduced, controlled, and 

prevented SAO dependency for Warriors in Transition, Soldiers, and Family Members. 

 

Methods 

Evans leadership resourced an Advisory Team of subject matter experts to 

oversee the development and standardization of a clear treatment plan and exit strategy 

across our MEDDAC to reduce, control, and prevent SAO dependency for Warriors in 

Transition, Soldiers, and Family Members.  Initially started in the WTB, the project is 

currently being implemented in our primary care clinics. This team consisted of the 

Chief of Pharmacy Services, several Clinical Pharmacists, PCMs, NCMs, Lab Officer, 

Psychiatry, ASAP director, Pain Management Providers, Social Work Services, Patient 

Advocacy, and Performance Improvement.  Leadership further championed 

implementation through periodic reviews at monthly meetings of the Executive 

Committee of the Medical Staff and the Performance Improvement Committees.   
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Within the framework of the Patient Centered Medical Home model, we applied 

clinical guidelines for use in chronic opioid therapy of noncancer pain patients and 

customized the DOD/VA Pain Treatment Algorithm for our primary care clinics.  Other 

components of this innovation include the revised Screener and Opioid Assessment for 

Pain Patients (SOAPP-R®) that quantified patients’ vulnerability for SAO dependency 

into a high or low risk number; the Oswestry Disability Questionnaire (ODQ®) to 

measure and trend functionality of the patient; and an amended sole prescriber 

agreement and informed consent.  (The team chose the ODQ tool because it delineated 

a greater insight into the patient’s pain that is not available using the customary zero-to-

ten-pain-scale.)  In collaboration with our Laboratory Services, the team developed an 

enhanced urine drug-monitoring panel, evaluating both qualitative and quantitative 

results for 14 substances.  Panel orders and results are integrated through CHCS and 

available to PCMs within two to five days.  The team also created a Pain School 

educational program with two learning tracks: the first instructed our PCMs, NCMs, and 

clinical support staff and the second educated patients and family members.   

To further standardization, we merged the PCM and NCM treatment flow process 

portrayed in Figure 1 below with our Treatment Algorithm for Pain starting on Pages 10-

13 below.  Providers 

use the algorithm as a 

patient road map to 

communicate and 

manage treatment 

expectations and 

projected outcomes 

for patients by 

highlighting the path 

the patient is currently 

undertaking and 

stressing the perils of 

non-compliance.  Five 

exit points exist where 

the patient may depart 

the program.  For 

most patients, there is 

only one successful exit and that occurs in Block 42 on Page 5 of Chart 1.  Patients who 

have contraindications (Block 8 on Page 1 of Chart 1), those not accepting opioid 

therapy (Block 15 on Page 2 of Chart 1), those entering Suboxone treatment (Block 28 

on Page 4 of Chart 1), and those not medically or psychiatrically suitable for opioid 

therapy due to addiction treatment (Block 56 on Page 7 of Chart 1 – below the red line) 

Figure 1: Treatment Flow 
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exit the Treatment 

Algorithm.  We 

developed a cross-

functional flow 

chart Figure 2 to 

assist staff and 

patients in 

identifying and 

delineating 

responsibilities for 

completion of key 

critical steps in the 

program.  We also 

included an 

oversight path for 

those recalcitrant 

patients seeking 

other PCMs. 

We reviewed 

patient prescription 

data from the DOD PEC and included patients prescribed only SAO medications for 

chronic use (greater than 90 days – Figure 3).  We excluded any records containing 

long acting opioids (LAO) prescribed during that 90-day period.  To understand the 

order of magnitude, 

prescriptive data was 

reviewed over a 90-

day time period 

between November 

2010 and February 

2011.  Patients met 

selection criteria if 

dispensed either a 90-

day supply of SAOs or 

any quantity of a SAO 

in the three 

consecutive months.  

We then aggregated 

each patient’s SAO  

Figure 2: Cross-Functional Flow Chart 

Figure 3: WTB Pareto Chart 
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usage and converted the SAO medications to corresponding Morphine equivalents, 

using standard equianalgesic tables (Table 1).  At the next PCM encounter, each 

identified patient was administered the SOAPP-R and ODQ questionnaires by the 

clinical staff.   

Each patient’s SOAPP-R score was applied to aid the PCM in developing an 

individualized plan in accordance with the Treatment Algorithm, (Block A on Page 1 of 

Chart 1).  Any patient arriving at the clinic with a pain complaint was also administered 

the questionnaires.  By establishing our initial patient population, we continuously 

trended any patient or group of patients’ functional progress using succeeding ODQs 

while quantifying medication usage.  We also created a simplified Pain Monitoring Note 

for PCMs and NCMs to use in AHLTA.  

  

Table 1: Equianalgesic Opioid Dosing 
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Results 

Using the DOD PEC database, we identified WTB patients, subject to the 

parameters previously discussed, and recorded their SAOs.  We then converted 

individual SAOs to milligrams of Morphine using the Equianalgesic Opioid Dosing 

process in Table 1 and aggregated the results to find the average milligrams of 

Morphine consumed per patient per day.  Plotting each SAO onto a Pareto Chart also 

reflected the leading pain medications prescribed (Figure 3).  The 105 milligrams 

Morphine/patient/day as identified in the Pareto Chart was alarming because according 

to a study published in the Journal of the American Medical Association, an increased 

incidence of accidental overdose was identified in patients taking opioids at doses 

greater than 100 milligrams of Morphine equivalents per day.  These patients were six 

to eight times more likely to overdose than those taking 20 milligrams of Morphine 

equivalents per day.  It is not hard to achieve this dosage, for example, taking twelve 

five-milligram Percocet tablets per day for break-though pain is equivalent to 90 

milligrams of Morphine/Day.  If patients are on any other SAO, we could readily see how 

easy it was to exceed the 100-milligram threshold especially if the default SIG in CHCS 

for Percocet was 12 per day.  (We immediately changed the default SIG to six.)  By 

presenting the WTB PCMs with their patients’ consumption habits coupled with their 

own prescribing practices, we instantly validated the requirement for this innovation 

calling for an immediate change in prescribing behavior.   

All baseline ODQ 

scores were completed in 

August 2011, like scores 

averaged, and the Chart 

in Figure 4 constructed.  

To further the analysis, 

we added both 

September and October 

2011 ODQ averages.  

We acquired the first-time 

expected functional pain 

score proposed at the 

ODQ web site, depicted 

by the blue horizontal 

line, and observed it was 

much higher than the 

actual scores observed.  

The September and October monthly ODQ averages reflected little to no changes in 

five ODQ questions (1, 2, 5, 7, & 10) while the remaining questions (3, 4, 6, 8, & 9) 

Figure 4: WTB ODQ Results 
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experienced only slight increases corresponding to higher pain.  Together, these two 

observations might explain that patients may have maximized their SAO benefit.  

Moreover, because the act of healing is an extensive process, subsequent ODQs over 

time will be essential for fuller assessment of the patient’s progress.  In Block B on Page 

1 of Chart 1, we introduced the concept of Complementary Alternative Medicines 

(CAMs).  The DOD review previously discussed stressed that CAMs may be more 

successful in treating the patient’s pain, when offered concurrently with analgesics.  

Other than the conventional therapies available in most MTFs (PT & OT), transition to 

alternate therapies is a challenge to providers as their accessibility in the local market 

becomes available.  Nevertheless, we are committed to locating these therapies and 

making them available for the patient.   

We then segmented the patient population into low and high-risk categories 

based upon their SOAPP-R scores (high-risk ≥ 18 & low-risk < 18) using the DOD PEC 

database and the same parameters previously discussed, compared the milligrams of 

Morphine/Pt/Day from January through April 2011 to May through August 2011.  Our 

Treatment Plan in Chart 1 (Pages 10-13 below) prescribes a framework that tolerates 

the use of SAO but at the same time, advocates an all-encompassing approach with a 

judicious use of opioids.  Therefore, we expected to distinguish a reduction in the overall 

milligrams of Morphine/Pt/Day and were not disappointed.  Figure 5 illustrates a clear 

reduction in milligrams of Morphine usage that the t-Test in Table 2 confirmed to be 

statistically significant, (both means were indeed different).  Reductions in provider 

prescribing 

practices as an 

integral factor of 

the overall 

Treatment Plan 

framework of this 

innovation proved 

to be instrumental 

in lowering the 

patient’s opioid 

consumption.  It 

will take more 

time to evaluate 

the role CAMs 

also played in this 

reduction.  Since 

collection of the 

initial data shown in Figure 5: Milligrams of Morphine Dosage 
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Figure 3, 67 of the 116 (58-percent) Soldiers have transitioned from SAOs to another 

form of treatment.  We have not observed any significant pain visits to the ED or any 

SPP violations.   

      Conclusion 

The processes developed, improved, and implemented in this innovation directly 

accounted for the transformation in the data observed and the objectives met.  

However, we also realized the need to gain control over those patients using SAOs as 

well as those about to undergo SAO therapy.  These factors led us to adopt a culture 

of prevention in the SAO program.  Meeting the objectives meant developing tools and 

instructing PCMs, NCMs, clinical staff, and patients on what they mean and how they 

need to be used.  This was by far our greatest success in the WTB.  Integrating these 

developments and making adjustments when necessary permitted us to achieve the 

very modest success described in the latter part of the results.  Converting SAOs to 

milligrams of Morphine coupled with the use of the ODQ data created a common 

language that allowed the providers to achieve the remaining goals.  The framework of 

an integrated Treatment Algorithm made it possible for providers to use the common 

language on a level playing field to better treat their patients.  The fact that the 

Command “had their backs” did not impair their efforts either.  Sustainment and 

transference are intrinsically linked and integrated by our goals and objectives.  We 

Table 2: t-Test of Means 
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unveiled the program and modest results to non-WTB PCMs at the August 2011 all-

provider meeting.  The interest was immense.  Many team members received queries 

as to when they were scheduled for implementation.  By thinking big, starting small, and 

acting fast we have gained the initiative.  Therefore, just as was done in the WTB, and 

prior to any growth, we illustrated an order of magnitude of SAO usage in their activity.  

We selected our biggest primary care clinic for implementation figuring that it had the 

most variance to offer; we were not disappointed.  Again, using the DOD PEC database 

and the same parameters previously developed, we identified primary care patients and 

recorded SAO usage and then converted it to milligrams of Morphine.  Plotting each 

SAO onto a Pareto Chart again identified the leading prescribed pain medications 

(Figure 6).  However, this analysis introduced the civilian patient dimension.  As 

displayed in Figure 7 family member SAO prescriptions are almost 40-percent higher 

than the respective empanelled Soldier population.  Initial baseline ODQ scores (Figure 

8) continue to be acquired and reveal very similar baseline scores to Figure 4.  

Furthermore, we have found Evans’ patients to be just as responsive to treatment as 

the WTB Soldiers, still, there are a few with drug-seeking behavior, hence the basis for 

developing and including an oversight process in Figure 2.  Once we discover all of the 

variations inherent in this clinic, we will deploy the program (almost simultaneously) to 

Figure 6: Evans Family Medicine Clinic Pareto Chart 
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the remaining Primary Care clinics. The point taken here is once we build and 

implement this program it becomes readily transferable and particularly sustainable.  

This translates into a capability for any Military Treatment Facility to adopt, implement, 

and advance.  Thus, we continue to confirm that small changes in practices will have 

life-size impacts on patients taking SAOs. 

  

Figure 7: Evans Family Medicine Clinic Sponsors to Family Member Comparison 

Figure 8: Evans Family Medicine Clinic Baseline ODQ Scores 



Experience of Care: Short Acting Opiate Reduction Program at Evans Army Hospital 

10 
 

 



Experience of Care: Short Acting Opiate Reduction Program at Evans Army Hospital 

11 
 

 



Experience of Care: Short Acting Opiate Reduction Program at Evans Army Hospital 

12 
 

 



Experience of Care: Short Acting Opiate Reduction Program at Evans Army Hospital 

13 
 

 


